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The clinical infection caused by halophilic vibrios is 
associated with seaside areas. It is clearly established that 
marine vibrios can cause illness and occasionally death 
in people who are exposed to sea water, These Gram- 
negative bacteria can be found in ocean water and 
estuaries and in uncooked marine animals; they can 
cause human infections that most commonly present 
clinically as gastroenteritis, wound infections and septi- 
cemia [l]. Human disease is mainly associated with 
ingestion or consumption of contaminated seafood, 
particularly molluscan shellfish such as raw oysters, or 
with exposure of wounds to sea water, although some 
cases of halophilic marine vibrio infections with no 
obvious exposure to sea water have been reported [2]. 
It has been reported that several species are involved 
in diarrheal disease: Vibrio parahaemolyticus, I.? mimicirs, 
K hollisae, l!juvialis and I,? cholerae 0 1 [3] .  
Thus, although halophilic vibrios have been recog- 
nized as potentially pathogenic bacteria in gastro- 
intestinal and extraintestinal infections 141, the isolation 
of marine vibrios is very unusual in places distant from 
the sea. However, nowadays, with changes in food 
habits (uncooked marine animals, better accessibility to 
marine products) and frequent travel to coastal areas, an 
increase of Vibrio spp. infection may occur in persons 
who live some distance from the coast 151. 
Based on this idea, we decided to investigate 
whether routine searching for halophilic vibrios in all 
stool samples of patients with diarrhea is necessary in a 
region like Madrid, in the center of Spain, a country 
with a large extent of seashore. 
We have studied 318 fecal samples from hospital- 
ized adults and children admitted to the emergency 
unit of ‘La Paz’ Hospital (Madrid, Spain) from May to 
December of 1996. AU patients had diarrhea at the time 
of admission. This period includes the summer, when 
travel to the seaside is more frequent and the highest 
incidence of halophilic vibrio infections might be 
expected. 
Halophilic vibrios require high concentrations of 
salt for survival, and their isolation and identification is 
favored by the use of specific culture media such as 
thiosulfate-citrate-bile-salts-sucrose (TCBS) agar or 
media enriched with sodium chloride of alkaline pH. 
The laboratory performed the routine stool culture, 
which included the use of media for enteric pathogens, 
and the samples were also preincubated for 24 h at 37°C 
in alkaline peptone water (pH 8.9-9.1) and then sub- 
cultured on TCBS agar following standard procedures 
161. Representative blue-green (sucrose-negative) or 
yellow (sucrose-positive) colonies on TCBS medium 
were Gram stained and tested for their ability to 
produce oxidase. Putative vibrios were also streaked on 
blood agar plates for analysis by the ViteK automatic 
system (bioM6rieux Vitek Inc., Hazelwood, Mo, USA). 
Halophilic vibrios were not detected in any of the 318 
fecal samples included in this study. Aeromonas spp., 
which also belong to the Vibrionaceae family, were 
isolated in two cases, and Pseudomonas spp. bacteria 
related to an aquatic environment in seven samples. On 
the other hand, we isolated Vibrio spp. from a sea-water 
sample collected from a Spanish shore. 
One factor that may influence the incidence of 
disease is the prevalence of Vibrio spp. in the environ- 
ment. The majority of cases occur during the summer 
months as a result of the greatest volume of travel to 
coastal areas [7]. 
We supposed that, although Madrid is not a coastal 
city, the big movement of its population to the seaside 
at any season of the year and the large consumption of 
fresh marine food in our city could be risk factors for 
infections by classical pathogenic bacteria from marine 
environments. However, this study indicates that halo- 
philic marine vibrios are not important pathogenic 
agents in non-coastal areas. We believe that Vibrio 
spp. are etiologic agents of gastrointestinal infections in 
seaside zones. However, according to these results, we 
doubt their importance in areas of the interior such as 
Madrid. For this reason, we do not recommend routine 
searching for halophilic vibrios in hospitals located away 
from the coast. 
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Empirical antibiotic therapy: assessment of agreement 
between pediatricians 
Clitt i l l i c r ~ b i ~ l  I&t 1999; 5: 507-508 
Studies focusing on antibiotic prescribing indicate that 
approximately one-third of hospitalized infants and 
children receive antibiotics, often on an empirical basis 
[ 1-31. Alniost half of all antibiotic prescriptions have 
been found to be inappropriate, based on clinical and 
economic criteria [4]. In addition, serious consequences 
in terms of mortality and complications can result from 
inappropriate antibiotic therapy [ 5 ] .  Because of the 
rising costs in health care, lack of uniformity in pre- 
scribing attitudes and the emergence of antibiotic 
resistance, monitoring and controlling antibiotic use is 
of growing concern. Several professional societies have 
issued urgent statements advocating reduction of the 
use of antibiotics worldwide by means of strict local 
antibiotic policies. In order to implement such a policy, 
it is important to determine on a local and global level 
the presence or absence of uniformity in antibiotic- 
prescribing attitudes for in- and outpatients. 
In order to study the degree of uniformity of 
empirical antibiotic therapy in pediatrics, question- 
naires with clinical cases were sent to all 156 pedia- 
tricians and pediatric residents in the northern part 
of The Netherlands and to 100 randomly selected 
pediatricians in Belgium. In The Netherlands, 67 were 
working in one university hospital, and 89 were divided 
among 25 regional hospitals. Initial non-responders 
received up to two additional mailings of the same 
questionnaire. The questionnaire contained 13 clear 
clinical situations (Table 1). For each of these cases, an 
empirical antibiotic treatment was requested, including 
generic name of the drugs, dose and duration of 
treatment. Data were analyzed for all Dutch pediatri- 
cians (in the university setting and the regional setting) 
and Belgian pediatricians separately. The survey was 
conducted anonymously. 
In The Netherlands, 30 pediatricians (71%) and 30 
pediatric residents (80%) of the university hospital and 
62 pediatricians (69.7%) of the community hospitals 
returned questionnaires, of which 107 (68.6%) were 
completed and five (3%) were returned without any 
answers. In Belgium, 38 pediatricians (38%) returned 
questionnaires, of which 36 (36%) were completed and 
2 (3%) were returned without any answers. A wide- 
spread variability in choice of antibiotic therapy was 
found for each case even in the generic class of the 
antibiotic. Looking at the different generic drugs even 
less uniformity in choice could be found (data not 
Table 1 Number of antibiotic classes chosen for each case with, in parentheses, the number of respondents for the particular 
case. The following antibiotic classes were defined: penicillins, cephalosporins, aminoglycosides, sulfonamides, vancomycin, 






Case number and description (n=112) (n=36) 
1. A 3-week-old child with bacterial meningitis 
2. A 4-year-old girl with clinically and radiologically proven 
5 (104) 6 (34) 
bacterial pneumonia 4 (106) 4 (36) 
3. A 7-year-old boy with sinusitis 4 (103) 3 (36) 
4. A 5-year-old girl with pyelonephritis 8 (101) 7 (36) 
6. A premature infant, with respiratory distress and sepsis 6 (33) 
and bloody diarrhea 15 (99) 10 (34) 
9. An 8-year-old girl with atypical pneumonia 5 (99) 5 (36) 
10. A 3-year-old girl with bacterial meningitis 9 (105) 5 (35) 
11. A 4-year-old girl with endocarditis 8 (68) 7 (25) 
12. A 2-year-old girl with infected eczema 7 (96) 5 (36) 
13. A 9-year-old boy with septic arthritis 4 (88) 4 (31) 
5. A 4-year-old child with bilateral otitis media 
7. A 12-year-old girl with high fever, hypotension, tachycardia 
8. An 8-year-old boy with osteomyelitis of the ankle 
3 (106) 5 (36) 
7 (104) 
6 (99) 5 (36) 
